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Objective: Occurrence of renal dysfunction is often associated with aortic dissection (type A, [AAD]; type B, [BAD]). Early and late implications of 
AAD or BAD presenting with acute renal failure (RF) are not well characterized, and are the focus of this report from the International Registry of 
Acute Dissection (IRAD).
Methods: Of the 3018 patients (pts) enrolled in IRAD (AAD=1948, BAD=1070), 348 (11.5%) (AAD=9.5%, BAD=15.2%) presented with RF, defined 
as sudden deterioration in renal function marked by a 3-fold increase in serum creatinine or a value ≥ 4 mg/dl, a 75% decrease in glomular 
filtration rate, urine output < 0.3 ml/kg/h over 24 hours, or anuria ≥ 12 hours. AAD pts with RF were more likely to be female, non-Caucasian, 
present with hypertension and have a longer time to diagnosis (all p<0.05). BAD pts with RF were more often male and non-Caucasian (all p<0.05). 
Management was most often surgical in AAD and medical in BAD (surgical: 85.1% v. 13.7%, medical: 12.4% v. 65.1%, endovascular 1.4% v. 20.3%).
Results: Following AAD, crude in-hospital mortality was higher in those with RF for both the medical (81.8% v. 50.3%, p<0.001) and surgical 
(27.4% v. 20.0%, p=0.048) groups. Following BAD, mortality was higher in the medical (RF 23.6% v. no RF 4.9%, p<0.001), but not surgical (RF 
13.6% v. no RF 16.8%, p=1.0) or endovascular (RF 19.6% v. no RF 11.4%, p=0.13) groups. Independent predictors of early mortality in both AAD and 
BAD were age >70 years, presentation in shock or with altered consciousness (all p<0.01). RF was independently predictive of in hospital mortality 
in BAD (p<0.001), but not AAD (p=0.32). At 1 year, renal dysfunction persisted in those with RF in BAD (29.7% v. no RF 6.6%, p<0.001), but not AAD 
(0% v. no RF 2.6%, p=1.0). Late mortality after AAD or BAD was independently predicted by age>70 years or occurrence of stroke (all p<0.05) but 
not RF (p>0.35). Overall 5 year survival was 84.0% in AAD and 73.6% in BAD.
Conclusion: Presentation with acute RF is associated with an increased risk for in hospital death and persistence of renal dysfunction at midterm 
follow-up in BAD but not AAD. Despite its early implications, presentation with RF is not associated with late mortality after acute aortic dissection.
